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Shigellosis Outbreak Associated With an Unchlorinated Fill-and-Drain 
Wading Pool — lowa, 2001 


On June 15, 2001, local physicians reported 11 cases of diarrhea to a county health 
department. Stool samples from two of these persons were culture confirmed as 
Shigella sonnei; one person was hospitalized. A preliminary investigation found that nine 
of these persons recently had visited a large city park with a wading pool. The lowa 
Department of Public Health was asked to assist in an investigation of this outbreak. This 
report summarizes the results of the investigation, which implicated the inadequately 
disinfected wading pool as the source of the outbreak and presents strategies for pre- 
venting such outbreaks. 

Beginning on June 15, telephone interviews were conducted using a questionnaire 
that included information about demographics, illness history, participation in group gath 
erings, water activities, and use of the park or wading pool. Ill persons were asked to 
identify others who were at the park or had similar symptoms. A primary case was 
defined as self-reported diarrhea in a person within 72 hours of visiting the park during 
June 11-13. A secondary case was defined as self-reported diarrhea in a person within 
72 hours of household contact with a primary case-patient. 

Of 89 persons interviewed, 69 met one of the case definitions. Of these, 45 (65%) 
were categorized as primary cases and 24 (35%) as secondary cases. Stool samples 
from 16 primary case-patients and 10 secondary case-patients were laboratory con- 
firmed as S. sonnei, and all 26 isolates were indistinguishable by pulse field gel electro 
phoresis (PFGE). Of 24 isolates tested at a clinical laboratory, 16 (67%) were resistant to 
ampicillin and sensitive to trimethoprim-sulfamethoxazole, cefotaxime, and levofloxacin. 

lliness onset among primary case-patients occurred during June 12-14 (Figure 1). 
The median age was 6 years (range: 1-31 years); 23 (51%) were female. Symptoms 
included diarrhea (100%), nausea (51%), vomiting (47%), bloody diarrhea (39%), and 
headache (29%). Seven (16%) patients were hospitalized. Pool exposure was associated 
significantly with illness (risk ratio=5.7; 95% confidence interval=1.6—20.4). Illness onset 
among the 24 secondary case-patients occurred during June 15-22 (Figure 1). The 
median age was 24 years (range: 0-63 years); 14 (58%) were female. 

The pool, which has been in operation for approximately 60 years, is 40 feet in diam- 
eter, has a maximum depth of 14 inches, and has a 9400-gallon capacity. It is frequented 
by diaper- and toddler-aged children and as many as 20-30 children may be in the pool 
at one time. The pool is a “fill and drain” system and is filled each morning with potable 
city water through a direct inlet pipe and a centrally located fountain; it is drained and left 
empty each evening. The pool includes a backflow device but has no recirculation or 
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FIGURE 1. Number of laboratory confirmed and clinical shigellosis cases reported to a 
local health department, by date of onset — lowa, June 12-22, 2001* 
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disinfection system (i.e., pump, filter, or mechanical disinfection system). Each morning 
before filling, the pool is rinsed with a high-pressure washer and is scrubbed with a 
chlorine cleanser twice weekly. However, chlorine levels were not monitored and chlo 
rine was not added to the pool water. Samples from the pool and other water sources in 
the park, including drinking fountains and faucets, were collected on June 15 and tested 
by the Colilert test, a rapid procedure to determine the presence of fecal coliforms. One 
pool sample tested positive for fecal coliforms and Escherichia coli. The pool was closed 
on June 15 
Reported by: CJ Lohff, MD, GM Nissen, ML Magnant, MP Quinlisk, MD, State Epidemiologist 
»wa Dept of Public Health; CL Tieskoetter, PL Kowalski, Visiting Nurse Association of Dubuque 
PA Buss, PhD, Dubuque County Health Dept; TA Link, MR Corrigan, City of Dubuque Health 
Svcs Dept; JP Viner, MD, Dubuque County Board of Health; AJ Behnke, United Clinical Labora 
tories, Dubuque; MS DeMartino, AK Houston, Univ of lowa Hygienic Laboratory, lowa City 
»wa. Div of Bacterial and Mycotic Diseases and Div of Parasitic Diseases, National Center for 
nfectious Diseases, CDC 
Editorial Note: In this outbreak, the drain-and-fill pool contained municipal water (0.4— 
0.5 ppm free available chiorine) with no subsequent chlorination so that the pool was 
probably unchlorinated for most of the time it was in use. Inadequate disinfection of this 
pool, combined with heavy use by diaper- and toddler-aged children, who are often 
incontinent and may have an increased prevalence of enteric infections, created a 
favorable environment for transmission of shigellosis. 





Vol. 50 / No. 37 
Shigellosis Outbreak — Continued 


Transmission of shigellosis over several days may have been a result of the residual 
contaminated water left in the pipes after draining the pool and persons with diarrhea 
visiting the pool on subsequent days. The infectious dose for Shigella (1) is low; as a 
result, a small volume of ingested water can cause infection. The lack of chlorination that 
led to transmission of shigellosis in this wading pool also increased the risk for spreading 
life-threatening pathogens such as E. coli 0157:H7 

This outbreak together with surveillance data that suggest an increase in disease 
outbreaks associated with recreational water exposure (2) illustrate the need for strict 
adherence of recreational water venues to existing health codes, enforcement of these 
codes, and education of pool operators about adequate disinfection and maintenance of 
pool water quality. Improved facility design and adequate water treatment can decrease 
the risk for transmission of illness. In addition to improved pool design and improved 
management and maintenance, increased education of pool staff and the public about 
the potential for spreading recreational water illness and development of strategies for 
reducing the spread of swimming-related illness is crucial to decreasing transmission (3 ). 

Swimming is a shared water activity that can result in disease transmission, even 
with adequate chlorination, when water becomes contaminated and is subsequently 
swallowed. Strategies for prevention include 1) not swimming when ill with diarrhea, 
2) not swallowing recreational water, and 3) practicing good hygiene when using a pool. 
Parents should take children on bathroom breaks regularly, use appropriate diaper chang- 
ing areas, wash hands after using the toilet or changing diapers, and shower before 
entering the pool. Swim pants and diapers do not prevent leakage of diarrhea; therefore, 
they are not an acceptable solution for a child with diarrhea and are not a substitute for 
frequent diaper changing. 

Approximately 10,000 cases of S. sonnei are diagnosed each year in the United 
States, and most occur in young children (4). Subsequent to the outbreak described in 
this report, a communitywide outbreak of shigellosis involving several local day care 
centers occurred; PFGE patterns were identical for both swimming-related and 
community-outbreak isolates. The ease with which single outbreaks can expand into 
communitywide outbreaks of S. sonnei (5) underscores the importance of educating the 
community about potential modes of transmission (e.g., child care facilities, food han- 
diers, and swimming) and the implementation of appropriate prevention recommenda- 
tions during outbreaks (e.g., thorough hand washing after using restrooms, changing 
diapers, and before handling/preparing food, enforcement of exclusion criteria at child 
care facilities, and exclusion of persons from swimming while ill with diarrhea). Child 
care facilities should follow strict hygiene recommendations, including supervised hand 
washing for young children, and may consider refraining from using water play tables 
and inflatable pools that may lead to transmission. In addition, communication with pool 
operators about ongoing outbreaks may improve vigilance in maintaining disinfectant 
levels necessary to reduce the risk for transmission among bathers at community pools. 
Additional information about preventing recreational water illness is available at <http: 
www.healthyswimming.org> (3). 
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Resistance of Streptococcus pneumoniae to Fluoroquinolones — 
United States, 1995-1999 


Streptococcus pneumoniae is the leading cause of community-acquired pneumonia, 
meningitis, and otitis media in the United States. Because of the emergence of antimicro 
bial resistance in pneumococci, fluoroquinolones are now recommended by some groups 
for the treatment of pneumonia in adults, especially when antimicrobial resistance is 
suspected (7-3). Older fluoroquinolones with some antimicrobial activity against the 
pneumococcus include ciprofloxacin and ofloxacin. Newer fluoroquinolones with higher 
in vitro activity against the pneumococcus, including levofloxacin, grepafloxacin, 
gatifloxacin, and moxifloxacin, are available in the United States. Fluoroquinolone resis 
tance to the pneumococcus is rare (4,5) but may be increasing in Canada (6). To deter 
mine trends of pneumococcal resistance to fluoroquinolones in the United States, inva 
sive pneumococcal disease surveillance data were analyzed from Active Bacterial Core 
Surveillance (ABCs) during 1995-1999. Fluoroquinolone prescription data were 
obtained from the National Hospital Ambulatory Medical Care Survey (NHAMCS) during 
1993-1998. This report summarizes the results of that analysis, which indicate that pneu 
mococci with reduced susceptibility to fluoroquinolones are appearing in the United 
States. Appropriate use of antibiotics and continuous prospective surveillance for anti 
microbial resistance are necessary to slow the emergence of fluoroquinolone-resistant 
pneumococci 

ABCs is an ongoing, active, population-based surveillance system for invasive pneu 
mococcal disease conducted in selected areas of the United States. This analysis 
includes ABCs areas with continuous surveillance during 1995-1999. These areas 
include selected counties in California, Connecticut, Georgia, Maryland, Minnesota, 
Oregon, and Tennessee (aggregate population: 17.3 million). Acase of invasive pneumo 
coccal disease was defined as isolation of pneumococcus from blood or other normally 
sterile site from a resident of one of the surveillance areas. Isolates were tested for 
antimicrobial susceptibility to ofloxacin (1995-1997) or levofloxacin and trovafloxacin 
(1998-1999) using the broth microdilution method, as recommended by the National 
Committee for Clinical Laboratory Standards (NCCLS) (7). Definitions for interpretation 
of susceptible, intermediate, and resistant isolates also were from NCCLS (8); isolates 
that were either intermediate or resistant were considered nonsusceptible. Pulsed field 
gel electrophoresis (PFGE) was performed on levofloxacin-nonsusceptible isolates. All 
pneumococci isolated in 1998 and 1999 were serotyped using the quellung reaction. 

NHAMCS collects data on the use and provision of ambulatory care services in hos 
pital emergency and outpatient departments on a representative national sample. U.S. 
Bureau of the Census data were used to determine population denominators for 
fluoroquinolone use. The chi-square test for comparison of proportions and chi-square 
for linear trends were used for analysis. Statistical significance was defined as p<0.05. 





Vol. 50 / No. 37 MMWR 
Streptococcus pneumoniae Continued 


During 1995-1997, susceptibility testing was performed on 8763 isolates from per- 
sons with pneumococcal invasive disease, representing 81.5% of cases identified through 
ABCs. During 1998-1999, susceptibility testing was available for 6529 cases of pneumo- 
coccal invasive disease, representing 84.9% of all identified cases. Overall, the preva 
lence of ofloxacin-nonsusceptible isolates (minimum inhibitory concentration [MIC]: 
>4 pg/mL) increased from 2.6% (65 of 2508) in 1995 to 3.8% (119 of 3108) in 1997 (chi- 
square for linear trend=5.24; p=0.02). Levofloxacin-nonsusceptible isolates (MIC: >4 yg/ 
mL) were 0.2% of isolates in 1998 (seven of 3120) and in 1999 (eight of 3432) (Figure 1). 
Of 15 levofloxacin-nonsusceptible isolates, 13 also were nonsusceptible to trovafloxacin. 

Isolates that were not susceptible to ofloxacin were more common among persons 
aged >18 years (225 [3.6%] of 6317) than among persons aged <18 years (64 [2.6%] of 
2446) (p=0.02). Among adults, the prevalence of ofloxacin-nonsusceptible pneumococ- 
cal isolates increased from 3.1% (55 of 1791) in 1995 to 4.5% (103 of 2276) in 1997 (chi 
square for linear trend=5.33; p=0.02). The proportion of ofloxacin-resistant isolates (MIC: 
>8 g/mL) did not increase significantly (0.3% in 1995, 0.2% in 1996, and 0.4% in 1997). Of 
the 225 ofloxacin-nonsusceptible isolates from adults, 62.2% were from whites and 51.6% 
were from males. These proportions were similar for ofloxacin-susceptible isolates 
(57.7% from whites and 52.9% from males). Ofloxacin-nonsusceptible isolates were 
from patients residing in six of the seven surveillance areas. 

All levofloxacin-nonsusceptible isolates were from adults (median age: 77 years; 
range: 44-89 years). Among adults, 0.2% (seven of 2340) of pneumococci were 
nonsusceptible (MIC: >4 g/mL) to levofloxacin in 1998 and 0.3% (eight of 2451) in 1999. 
Of the 15 levofloxacin-nonsusceptible isolates, one was intermediately resistant. Four- 
teen (93.3%) of the levofloxacin-nonsusceptible isolates were from whites, and nine 
(60%) were from males. The proportion of levofloxacin-nonsusceptible isolates was sig 
nificantly higher among isolates from persons aged >65 years (p<0.001) and among 


FIGURE 1. Percentage of pneumococci isolates nonsusceptible to ofloxacin (OFL), 1995- 
1997, and nonsusceptible to levofloxacin (LFX), 1998-1999, by age group — United 
States 
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whites (p<0.001), as compared with levofloxacin-susceptible isolates. Ten serotypes were 
identified among the 15 levofloxacin-nonsusceptible isolates: 6A, 6B, 9V, 14, 16, 18C, 19F, 
22F, 23F, and 35B. Eight of the 15 isolates were obtained from residents residing in one 
surveillance area (Connecticut). In this area, 0.9% of invasive pneumococcal isolates 
were nonsusceptible to levofloxacin, compared with 0.2% for all other areas. Examina 
tion of the isolates from Connecticut using PFGE showed eight unrelated patterns 

Fluoroquinolone resistance was associated with resistance to other antimicrobials. 
Among the 225 isolates that were nonsusceptible to ofloxacin, 44 (19.6%) also were 
nonsusceptible to penicillin (MIC: >0.12 g/mL), 23 (10.2%) to cefotaxime (MIC: >1 pg 
mL), 20 (8.9%) to erythromycin (MIC: >0.5 pg/mL), and 68 (30.2%) to trimethoprim 
sulfamethoxazole (MIC: >1/19 pg/mL). Among the 15 isolates nonsusceptible to 
levofloxacin, nine (60%) had decreased susceptibility to penicillin, eight (53.3%) were 
nonsusceptible to cefotaxime, five (33.3%) to erythromycin, and nine (60%) to 
trimethoprim-sulfamethoxazole. In comparison, among the 4623 levofloxacin-suscep 
tible isolates, 1018 (22%) were nonsusceptible to penicillin, 594 (12.8%) were nonsuscep 
tible to cefotaxime, 650 (14%) to erythromycin, and 1229 (26.6%) to trimethoprim 
sulfamethoxazole 

During 1993-1998, fluoroquinolone prescriptions in the United States increased from 
3.1 to 4.6 per 100 persons per year. The frequency of fluoroquinolone prescriptions was 
highest among persons aged >65 years and increased in this age group from 8.2 to 
12.4 per 100 persons per year (Figure 2). Prescriptions written in the United States for all 
antibiotics decreased from 53.5 to 51.5 per 100 persons per year for all ages during this 
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FIGURE 2. Fluoroquinolone prescriptions, by age group — United States, 1993-1998 
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Reported by: P Daily, MPH, L Gelling, MPH, G Rothrock, MPH, A Reingold, MD, California 
Emerging Infections Program, San Francisco; D Vugia, MD, Acting State Epidemiologist, 
California Dept of Health Svcs. NL Barrett, MS, J Hadler, MD, State Epidemiologist, Connecticut 
Dept of Public Health. W Baughman, MSPH, M Farley, MD, Veterans Administration Medical 
Center and Emory Univ School of Medicine, Atlanta; PA Blake, MD, State Epidemiologist, 
Georgia Dept of Health. MA Pass, J Roche, MD, LH Harrison, MD, Johns Hopkins Univ, Balti- 
more; J Roche, MD, Acting State Epidemiologist, Maryland State Dept of Health and Mental 
Hygiene. SK Johnson, MT, CA Lexau, MPH, R Lynfield, MD, R Danila, MD, Assistant State 
Epidemiologist, Minnesota Dept of Health. K Stefonek, MPH, PR Cieslak, MD, MA Kohn, MD, 
State Epidemiologist, Oregon Health Div. B Barnes, W Schaffner, A Craig, MD, State Epidemi- 
ologist, Tennessee Dept of Health. JH Jorgensen, PhD, L McElmeel, S Crawford, Univ of Texas 
Health Sciences Center, San Antonio, Texas. Respiratory Diseases Br, Div of Bacterial and 
Mycotic Diseases and Active Bacterial Core Surveillance/Emerging Infections Program 
Network, National Center for Infectious Diseases; and an EIS Officer, CDC 

Editorial Note: The findings in this report indicate that fluoroquinolone-nonsusceptible 
pneumococci are present in the United States; however, it is unclear whether resistance 
is increasing with the newer fluoroquinolones. The proportion of isolates that were 
ofloxacin-nonsusceptible isolates increased during 1995-1997. The main mechanisms 
of resistance to fluoroquinolone agents are alterations on DNA gyrase subunits and 
reduced penetration associated with decreased outer membrane protein production. 
These mechanisms are common between ofloxacin and the newer fluoroquinolone 
agents, although ofloxacin-resistant strains may be seen with a single mutation to DNA 
gyrase and newer fluoroquinolones and require mutations in both mechanisms for 
resistance (9,70). Therefore, trends in ofloxacin susceptibility may predict what will 
occur for other fluoroquinolone agents. 

The growing use of fluoroquinolones probably contributes to the emergence of 
fluoroquinolone-resistant pneumococci. Fluoroquinolone-resistant isolates were more 
common among persons aged >65 years, who have the highest density of fluoroquinolone 
use. In comparison, penicillin-resistant strains are more common among isolates from 
young children, who have the highest rate of beta-lactam use. Fluoroquinolones are not 
licensed for use in children, a factor that may be helping to slow the rate of emerging 
fluoroquinolone resistance. PFGE results suggest that the emergence of resistant iso- 
lates does not result from spread of a single resistant clone. 

Levofloxacin-nonsusceptible isolates had reduced susceptibility to other antimicrobi- 
als used for the treatment of pneumococcal pneumonia, notably penicillin, trimethoprim- 
sulfamethoxazole, erythromycin, and cefotaxime. Most levofloxacin-nonsusceptible iso- 
lates also were nonsusceptible to trovafloxacin. These findings have important implica- 
tions given that fluoroquinolones are recommended for the treatment of pneumococcal 
infections when penicillin resistance or resistance to other antimicrobials is suspected. 
Few therapeutic options exist for invasive disease attributable to pneumococci resistant 
to quinolones and other agents. 

Susceptibility testing for ofloxacin and levofloxacin at ABCs started in 1995 and 1998, 
respectively. Therefore, results presented in this report are limited by the short time that 
systematic testing for levofloxacin susceptibility has been available and by the lack of 
continuity for testing of a single fluoroquinolone agent during this period. Identification of 
decreased susceptibility to fluoroquinolones in ABCs sites is population based and repre- 
sentative of the areas under surveillance. ABCs does not provide comprehensive 
national surveillance, but provides a good approximation of national trends. 
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Fluoroquinolones are important agents for treating pneumococcal infections and 
mmunity-acquired pneumonia. Appropriate use of antibiotics is crucial for slowing the 
emergence of fluoroquinolone resistance. Principles for appropriate use of antibiotics in 
adults are available at <http://www.cdc.gov/antibioticresistance/technical.htm>. Continu 
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Weekly Update: West Nile Virus Activity — 
United States, September 12-18, 2001 


The following report summarizes surveillance data for West Nile virus (WNV) infec- 
tion reported to CDC through ArboNET and verified by states and jurisdictions as of 
September 18, 2001 

During the week of September 12-18, three human cases of WNV encephalitis were 
reported, all in Connecticut; no deaths were reported. During the same period among 
animal WNV activity, 474 crows, 173 other birds, and 61 horses were verified as WNV- 
positive. Thirty-eight WNV-positive mosquito pools also were reported in three states 
(Florida, New Jersey, and Pennsylvania). 

A year-to-date total of 12 human cases of WNV encephalitis has been identified in 
Connecticut (three), Florida (four), Georgia (one), New Jersey (one), and New York (three); 
one death occurred in Georgia. During 2001, a total of 2091 crows and 876 other birds 
were confirmed WNV-positive in 20 states and the District of Columbia (Figure 1); 
80 WNV infections were confirmed in other animals (all horses) in nine states (Alabama, 
Connecticut, Florida, Georgia, Kentucky, Louisiana, Massachusetts, New York, and 
Pennsylvania); and 511 WNV-positive mosquito pools were found in 11 states (Connecti- 
cut, Florida, Georgia, Massachusetts, Maryland, New Hampshire, New Jersey, New York, 
Ohio, Pennsylvania, and Rhode Island). 

Additional information about WNV activity is available at <http:/Awww.cdc.gov/ncidod, 
dvbid/westnile/index.htm> and <http://cindi.usgs.gov/hazard/event/west_nile 
west_nile.html> 


FIGURE 1. Areas reporting West Nile virus (WNV) activity — United States, 2001* 
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*As of September 18, 2001. 
' Kentucky reported WNV activity in a horse but no birds. 
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FDA Approval for a Combined Hepatitis A and B Vaccine 


On May 11, 2001, the Food and Drug Administration (FDA) licensed a combined 
hepatitis A and B vaccine (Twinrix®) for use in persons aged >18 years. Twinrix is manu- 
factured and distributed by GlaxoSmithKline Biologicals (Rixensart, Belgium), and is 
made of the antigenic components used in Havrix and Engerix-B (GlaxoSmithKline). The 
antigenic components in Twinrix have been used routinely in separate single antigen 
vaccines in the United States since 1995 and 1989 as hepatitis A and B vaccines, respec- 
tively. 


Vaccine Description 


Each dose of Twinrix contains at least 720 enzyme-linked immunosorbent assays 
units of inactivated hepatitis A virus and 20 mcg of recombinant hepatitis B surface 
antigen (HBsAg) protein, with 0.45 mg of aluminum in the form of aluminum hydroxide 
and aluminum phosphate as adjuvants, 5.0 mg 2-phenoxyethanol as a preservative, and 
pH stabilizer in normal saline. Trace amounts of thimerosal (<1 yg mercury), neomycin 
(<20 ng), formalin (<0.1 mg), and yeast protein (<5%) also are present from the manufac- 
turing process. 


Indications and Usage 


Twinrix is indicated for vaccination of persons aged >18 years against hepatitis A and 
B. Any person in this age group having an indication for both hepatitis A and B vaccination 
can be administered Twinrix, including patients with chronic liver disease, users of illicit 
injectable drugs, men who have sex with men, and persons with clotting factor disorders 
who receive therapeutic blood products (7,2). For international travel, hepatitis A vac- 
cine is recommended for travelers to areas of high or intermediate hepatitis A endemic- 
ity; hepatitis B vaccine is recommended for travelers to areas of high or intermediate 
hepatitis B endemicity who plan to stay for >6 months and have frequent close contact 
with the local population (3 ). Primary vaccination consists of three doses, given on a0-, 
1-, and 6-month schedule, the same schedule as that used for single antigen hepatitis B 
vaccine. 


Safety and Immunogenicity 


Adverse experiences (AEs) were evaluated in clinical trials in which 6594 doses of 
Twinrix were administered to 2165 persons. Observed AEs generally were similar in 
type and frequency to those observed after vaccination with monovalent hepatitis A and 
B vaccines. The frequency of AEs did not increase with subsequent doses of Twinrix. No 
serious vaccine-related AEs were observed (GlaxoSmithKline Biologicals, unpublished 
data, 2001). Twinrix is contraindicated in persons with known hypersensitivity to any 
component of the vaccine. 

Prelicensure clinical trials indicate that the immunogenicity of Twinrix is equivalent to 
that of the single antigen hepatitis vaccines. Data from 11 clinical trials that included 
adults aged 17-70 years indicated, 1 month after completion of the three dose series, 
seroconversion for antibodies against hepatitis A virus (anti-HAV titer >20 mlU/mL or 
33miU/mL [Enzymun-Test, Boehringer Mannheim Immunodiagnostics, Mannheim, 
Germany)) were elicited in 99.9% of vaccinees, and protective antibodies against HBsAg 
(anti-HBs >10 mIU/mL [AUSAB, Abbott Laboratories, Abbott Park, Illinois]) were elicited 





Vol. 50 / No. 37 
Notices to Readers — Continued 


in 98.5% of vaccinees. One month after one dose of Twinrix, seroconversion to anti-HAV 
was seen in 93.8% of vaccinees and protective anti-HBs concentrations in 30.8%. One 
month after the second dose, seroconversion to anti-HAV was seen in 98.8% of vaccinees, 
and protective anti-HBs concentrations in 78.2%. The efficacy of Twinrix is expected to 
be comparable with existing single antigen hepatitis vaccines. The persistence of anti- 
HAV and anti-HBs following Twinrix administration is similar to that following single 
antigen hepatitis A and B vaccine administration at 4 years follow-up (GlaxoSmithKline 
Biologicals, unpublished data, 2001). Additional information is available from the 
manufacturer's package insert and GlaxoSmithKline Vaccines, telephone (800) 366-8900. 
References 

1 


CDC. Prevention of hepatitis A through active or passive immunization: recommendations 
of the Advisory Committee on Immunization Practices (ACIP). MMWR 1999;48(no. RR-12). 
CDC. Hepatitis B virus: a comprehensive strategy for eliminating transmission in the United 
States through universal childhood vaccination: recommendations of the Immunization 
Practices Advisory Committee (ACIP). MMWR 1991;40(no. RR-13) 

CDC. Health information for international travel 2001-2002. Atlanta, Georgia: US Depart 
ment of Health and Human Services, Public Health Service, CDC, 2001 





September 21, 2001 


Notice to Readers 


CDC Expression of Condolence and Support 


The staff of CDC extends deepest sympathy to those affected by the terrorist attack 
that occurred on September 11, 2001, and our admiration and continued support to 
colleagues in the New York City Department of Health and others responding to this 
tragic event 





Vol. 50 / No. 37 


FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending September 15, 2001, with historical data 
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Hepatitis B 407 
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Ratio (Log Scale) 


ESS Beyond Historical Limits 


‘No rubella cases were reported for the current 4-week period yielding a ratio for week 37 of 
zero (0) 

Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending September 15, 2001 (37th Week)* 
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Yellow fever 














No reported cases 

*incidence data for reporting year 2001 are provisonal and cumulative (year-to-date 
Not notifiable in all states 

* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV 
STD, and TB Prevention (NCHSTP). Last update August 28, 2001 

‘Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending September 15, 2001, and September 16, 2000 (37th Week)* 
Hepatitis C 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending September 15, 2001, and September 16, 2000 (37th Week)* 
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Shigetiosis’ 
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Reporting Area 2001 


weeks ending September 15, 2001, and September 16, 2000 








TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
PHUS 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending September 15, 2001, 
and September 16, 2000 (37th Week)* 


#._ influenzae. Hepatitis (Viral), By Type Measies (Rubeola) 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending September 15, 2001, 
and September 16, 2000 (37th Week)* 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
September 15, 2001 (37th Week) 


All Causes, By Age (Years 
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